This is a 56-year-old male patient who had a past history of type 2 diabetes with irregular control by medication for more than 10 years. He had the habits of cigarette smoking and betel nut chewing. He had a decayed tooth extraction by his dentist. One day later, the patient had severe pain and local swelling over the left cheek, and was dyspneic. Initially, he went to a regional hospital where esophagoscopy showed an erosive oropharynx. Subsequently, he was sent to our emergency department. On examination, erythema with a central eschar, marked swelling and local subcutaneous crepitation of neck were noted (Fig. 1a) . The body temperature was 37.5°C, and there was an increased respiration rate. Urgent non-contrast enhanced computed tomography (CT) scanning showed a pneumomediastinum with air tracked downward from the pharynx to the paraaortic space (Fig. 1b) , inflammatory changes, pleural effusion, bilateral empyema, and a left side pneumothorax (Fig. 1c) . The patient was developed impending respiratory failure. We performed tracheal intubation assisted with a video-optical intubation stylet system due to the inflamed airway, and no chance of performing a surgical airway.
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An emergent surgery, a large area of debridement and drainage of the neck and mediastinum were performed by the surgeon. Necrotic soft tissue with a foul odor was removed during operation. The patient was admitted to the intensive care unit. The culture of the neck pus grew out Prevotella spp. The blood cultures showed two strains of bacteria: Serratia marcescens and Stenotrophomonas maltophilia. A broad-spectrum antibiotic with imipenem and cilastatin was administered.
During admission, debridement was repeated several times. It was a complicated decayed tooth extraction. A video-assisted thoracic decortication was performed. The wound over the neck did not heal despite the surgical intervention and dressing changes. The sepsis worsened followed by multiple organ failure with acute respiratory distress syndrome. After 3 weeks of treatment, he erupted a massive blood loss from the neck wound, and expired despite resuscitation efforts.
Cervical necrotizing fasciitis is a life-threatening illness, and is more likely with a preexisting diabetes mellitus, chronic alcoholism, intravenous drug abuse, immunocompromised status, and obesity. We report this case of cervical necrotizing fasciitis with deep neck space infection (DNSI) and subsequent descending necrotizing mediastinitis. Fatal complications ensued after a dental extraction. Diagnostic criteria for descending necrotizing mediastinitis are suggested by Estrera et al. [1] , They are: (1) a clinical manifestation of severe oropharyngeal infection, (2) the radiologic features of mediastinitis on CT, (3) documentation of a necrotizing mediastinal infection at surgery or on postmortem examination, and (4) an established relationship between oropharyngeal infection and development of descending necrotizing mediastinitis. When descending mediastinitis occurs, the reported mortality rate is 25-40 % [2] .
Overall, dental infection (43 %) remains the most common cause of cervical necrotizing fasciitis, but malnutrition, poor dental hygiene, smoking, and tobacco and beetle nut chewing may also increase the prevalence rate of odontogenic DNSI [3, 4] . For effective management, early diagnosis is important. Optimal surgical drainage of purulent abscesses, close monitoring, and broad-spectrum antibiotics therapy can significantly reduce the mortality rate [2] . In our patient, delay in seeking timely medical care and poor underlying condition led to catastrophic consequences.
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